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F 000 | INITIAL COMMENTS F 000|:F280
; 1.Resident #4 Comprehensive Care Plan was
A Recertification Survey was conducted 08/10/10 ;*updatf“f’ to reflect every one hour turning and
through 08/12/10, and a Life Safety Code Survey . |irepositioning schedule on 8/12/2010 by the
was conducted 08/10/10. Deficlencies were cited Director of Nursing.
with the highest Scope and Severity of an "E". Resident #4 did not experience any change to
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280/ skin status as of 8/12/2010.
§8=0 | PARTICIPATE PLANNING CARE-REVISE CP .

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under tha laws of the State, to
participate in planning care and treatment or
changes in care and ireatment.

A comprehensive care plan must be developed
within 7 days after the completion of the -
comprehensive assessment, prepared by an
interdisciplinary team, that includes the attending
physiclan, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resldent's neads,
and, to the extent practicable, the participation of
the resident, the resident's famlly or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment. .

)

irren

=

This REQUIREMENT is not met as evide

by _

Based on observation, interview, and recor

revisw it was determined the facility failed to

ensure the Comprehensive Care Plan was

revised jor one (1) of sixteen {16) sampled
residents (Resident #4).

The findings Include:

g i E ocedure for individualized turning and

2129

REBSRITI v

2All residents have the potential to be affected.
Au audit of all Comprehensive Care Plans will
be completed by the Director of
Nursing(D.C.N.),RDCS(Regional Director of
Clinical Services) and /or the Unit Manager ;
(U.M.)by 9/20/2010 to identify any
Comprehensive Care Plan not revised as needed. i
Any Comprehensive Care Plan not revised ?
and/or not reflective of individual needs will be
immediately corrected by 9/21/2010 by RDCS, !
DON and /or UM. ‘

3.Regional Director of Clinical Services (RDCS)

who is Wound Care Certified , to re educate the :
: DON,UM, ETD(Education Training Director) |

and licensed nurse responsible for skin program |

. management regarding policy and procedure for i

| turning and repositioning schedule, policy and |

ining schedule and policy and procedure
giopment and implementation of the
ividuplized Comprehensive Care Plan by
s/dofo.

* DON E#d /or ETD to re educate all nursing

for

*personnel regarding policy and procedure for
turning and repositioning schedule, policy and

. procedure for individualized turning and :
repositioning schedule and policy and procedure!
for development and implementation of the
individualized Comprehensive Care Plan as
relates to all plans of care by 9/22/2010. ‘

" other sateguards provide suffigfent protection to

Vonfro

b with an asterls [} snotes a deliclency which thelnstitution may be excused from correcting prowdl)fg it ts dgtermined that
atiants. (Ses instructions.} Except for nursing homes,

the lindings stated above are disclosable 80 days

following the date of survay whether or not a plan of correction ts provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thesa documents are made avallable to the faciiily. i deficiencles are cited, an approved plan of correction Is requisite 10 continued

program paritcipation,
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‘1 pressure ulcers.

1. Observations during a skin assessment on
08/11/10, at 9:30 AM revealad the resident to be
lying on the bed and belng turned by staff to
hisfher left side. Further observations at 10:55
AM, 11:53 AM, and 12:45 PM revealad Resident

#4 continued to be iying on his/her left side on the
hed.

Review of Resident #4's medical record revealad
an admission date of 06/12/10, and diagnoses of
healed Pressure Ulcers to the buttocks, and
End-Stage Alzheimer's Dementia.

Review of the Quarterly Minimum Data Set (MDS)
dated 07/09/10, revealed the resident required
extensive agsist of two persans for bed mobility
and transfers. Further review of the MDS
revealed the patient had one (1) Stage H and one
(1) Stage IV Pressure Ulcer. Raview of the
Resident Assessment Protocols Summary
(RAPS) dated 05/19/10, revealed Resldent #4
triggered for Pressure Ulcers due to he/she
required extensive assist with bed mobility, was
incontinent of bowel and biadder, and had current

Review of the Comprehensive Care Plan dated
08/03/10, revealed the reslident had a care plan
entitied, "Skin Integrity Assessment: Prevention
and Treatment Plan of Care". Review of the
interventions revealed the resident was to be
turned and repositioned. Further review revealed
no documented evidence of how often Resident
#4 was to be turned and repositioned,

- week x 2 weeks, then 3 x week x 2 weeks

- order to ensure comprehensive care plans are
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F 280 | Continued From page 1 F 280 DON and /for UM to visually audit ten residents

to ensure turning and repositioning is occurring
per individualized Comprehensive Care Plan and
that Comprehensive Care Plan is correct 5x

beginning week of 9/20/2010. .

RIDCS to audit ten{10) entire Comprehensive
Care Plans Q month beginning week of ,
9/20/2010 to ensure POC revised and updated s |
needed to provide individualized care x 3 l
imonths.
4 All audit findings to be presented to Qt}ality
Assurance Committee (Administrator, Director
of Nursing , Unit Manager, Licensed Nurse _
responsible for skin program management, Life
BEnrichment Director, Dietary Semce;vManager,

Medical Director and Social Servic::es Director )
for review and revision if needed bi ‘mo.nthly x2
and then monthly until resolved begmnmg \fveek
of 9/20/2010.QA Committee to review ﬁqdlngs
of all audits and review corrections made in .
correct and revisions made per resident !
individual needs.

5.Date of Compliance 9/23/2010

Interview on 08/11/10, at 2:18 PM with Certified
Nursing Assistants (CNAs) #1 and #2 revealed
the restdent was on a special turning schedules,
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88=D | PROFESSIONAL STANDARDS

-1 The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by: :
Based on observatlon, interview, and record
review it was determined the facillty faltad to
follow Physiclan's Orders for one {1} of sixteen
(16) sampled residents (Resident #11).

The findings include:

Review of Resident #11's medical record revealed
diagnoses which included status post Left Hip
Arthoplasty. Review of the Quarterly Minimum
Data Set (MDS) dated 05/17/10, revealed the
facility assessed the resident to require extensive
assistance with transfers and as belng unable to
ambulate. Review of the Physician's Orders
revealed an order dated 03/01/10, for Resident
#11 1o have a left elevating fog rest to histher

STANTON NURSING CENTER 31 DERICKSON LANE
o : STANTON, KY 40380

(45 1D SUMMARY STATEMENT OF DEFICIENCIES B PHOVIDER'S PLAN OF CORRECTION {X6)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD 85 COMPLETION
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o _ . DEFICIENCY)

F 280 | Continued From page 2 F 280
The CNAs stated Resident #4 was to be turned
every hour. They indicated there was a paper N i
taped to the back of the resident's door that { p2R1 E
stated the tuming schedule. Review of the paper :
lg‘:}ggl:f; g‘g‘g‘?d m%SUWGVOI' rexeaied,_ 1.Resident #11 physician was notified of leg

I':jme eiVe?r one hour and PRN rests not being on per order by the Director of

(as necessary) side to side in bed". Nursing(DON) on 8/12/2010.
interview on 08/11/10, at approximately 3:15 PM Ll?gsl{z?;:a;ngxesggqg ]d (;ately bt
with the Director of Nursing (DON) revealed if the Prhy Facility Rehab cOordinatc;r(FRC) was
resident had the special turning schedule on the ., e raviily Reha : . i
door to turn every one (1) hour, then this - immediatoly re educated regarding physician
information should have been i'ncluded on the - notification and following physicians orders by -
Comprehensive Care Plap.. the DON on 8/12/2010.

F 281 | 483.20(k)(3)(iy SERVICES PROVIDED MEET F 281

. Any resident identified w ith orders that are not
! being followed and /or Comphrehensive Care
t Plan is not correct will be immediately reported

* Comphrehensive Care Plan to identify residents

' resident who does not have correct order

FORM CMB-2567(02-99) Provious Varslans Obsolete Event 1D:845011

Facllty 1D: 100446

2 All residents have the potential to be
affected..DON and /or UM(Unit Manager) and
FRC to complete an audit of all physicians
ordets and compare orders to residents and

with orders not being followed and jor
Comphrehensive Care plan not correct and/or
being followed by 9/21/2010.

to the physician, and /or Medical Director and
orders implimented and Comphrehensive Care
Plan corrected immediately by 9/21/2010,
DON/UM and/or ETD to complete a one time
audit of physicians orders and C.N.A care plan
and Comphrehensive Care Plan to identify any

reflected on plan of care by 9/22/2010.Any
resident identified who has a plan of care that
does not match physicians orders will be
immediately corrected, staff will be re educated
immediately and plan of care updated by the
DON/UM and for UM by 9/22/2010.

If conlr;;uatlon shest Page 3of 16
f!ﬁ
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F 281 . 3.DON and /or UM and FRC to visually audit 15
Csntl;n:‘ec.j From page 3 F 281 residents to ensure physicians orders are correct
wheeichair. and reflected on C.N.A care plan and

) : Comphrehensive Care plan and that
oogfigz?)ﬂ;? ggg IX:U? / 1904:?\”52 rgnﬁi?& and Comphrehensive Plan of Care is being followed
12:30 PM revealed Resident #11 to be sitting up 2 x week x 2 weeks, then 1 x week x 4 woeks
beginning week of 9/20/2010,
In & wheelchair with ho legs rests. .
DON and for UM to complete an audit of 10
Interview on 08/12/10, at 11:55 AM with Certified C.N.A, care plans and Comprehensive Care
Nursing Assistant (CNA) #2, who was caring for Plans to ensure care is being provided per
Resident #11 that day, revealed the CNA Care phys;c!ans orders and that staff are aware and
Plan indicated the resident was to have an following orders weekly x 4 weeks then bi
elevating left leg rest on his/her whesichalr. monthly x one month beginning week of
' 9/20/2010.
Interview on 08/12/10, at 12:07 PM with the DON to re educate Education Training Director
Therapy Manager revealed according to the (ETD) and FRC regarding policy and procedure
Physlcian's Order the resident should have an for following physicians orders by 9/20/2010;
elevating left leg rest on nisther wheelchair. She ETD and /or UM to re educate all nursing and
stated however, Resident #11 had Improved and therapy personnel regarding following policy
no longer needed the left elevating leg rest on ' e L T
his/her wheelchair. The Therapy Manager stated and procedure for following physicians order by
thers must have been an oversight on Therapy's 9/20/2010. ‘
part in regards to having the Physician ETD/DON to re educate all nursing staff to .
discontinue the left leg rest, follow C.N A plan of care and Comphrehensive
ntervi 08112710 | l M. Care Plan and that this is reflective of physiciansj
nterview on , &t approximately 3:37 P i orders by 9/21/2010. :
with the Director of Nursing (DON) revealed : RDCS to randomly audit 10 Comphrehensive
accarding to the Physician's Order the resident  Care Plans and compare to physicians orders to
should have had an slevating left lag rest on | ensure orders are correct , being followed and
::'séhle" wheelchalr. She stated If Resident #11 ' that Comphrehensive Care Plan is correct and
Oblained 0 ciscontinue he et g e 010 o begianing week of
‘ St 572 X 2 months. '
F 282 | 483.20(k)(3)(ll} SERVICES BY QUALIFIED F 282
§8=0 | PERSONS/PER CARE PLAN , 4.All audit findings to be presented to the
: - Quality Assurance Committee for review and
i A monthly beginning week o . to
2:?: rdance with each resident's written plan of present audit findings and visual audit findings
' and team to make reccomenndations to ensure
: physicians orders are correct and being followed
FORM GMS-2667(02-89) Previotzs Versions Ohootats Event 1D: 646011 Fach and Comphrehensive Care Plan is correctand ="

being followed bi monthly x 2 monthly then
monthly beginning week of 9/20/2010.

5.Date of Compliance 9/23/2010
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This REQUIREMENT is not met as evidenced - L-Residont #11 physician was notified of leg
by: , rests not being on per order by the Director of
Based on observation, Interview and record - - Nursing(DON) on 8/12/2010.
review it was determined the facility falled to - Leg rest was removed immediately per
ensure care was provided in accardance with the physicians order on 8/12/2010.
Comprehenzive Care Plan for one (1) of sixtesn The Facility Rehab Coordinator(FRC) was .
(16) sampled residents (Resident #11). immediately re educated regarding physician |

: notification, following physicians orders and |
The findings include: ' : following the Comprehensive Plan of care by the’

: * | DON on 8/12/2010. '

Review of Resident #11's medical record revealed . Resident #11 Comprehensive Plan of Care was
diagnoses which included status post Leit Hip : updated by DON on 8/13/2010.
Arthoplasty. Review of the Quarterly Minimum | : :
Data Set (MDS) dated 05/17/10, revealed the - 12 All residents have the potential to be affected, |
facility assessed the residént to require extensive | DON and /or UM(Unit Manager)/ETD and FRC |
assistance with transfers and as baing unable to | to complete an audit of all Comprehensive Care '

ambulate. Review of Resident #11's
Comprehensive Care Plan, dated 08/10/10,
revealed a "Fall/injury Assessment; Prevention
and Management Plan of Care" that indicated the
resident was to have a left elevating leg rest on
hisfher wheelchalr,

“Plans to identify residents who has a ,

- Comprehensive Care plan that is not correct |
and/or being followed by 9/21/2010.

_Any resident who has a Comprehensive Care |

: Plan that is not correct will be immediately

reported to the physician, and /or Medical

Observations on 68/?1 0, at 5:50 PM and | Director and orders implemented and

08/12/1Q, at 8:35 AM, 9:45 AM, 11:50 AM, and ' Comprehensive Care Plan corrected immediately’
12:30 PM revealed Resident #11 to be sitting up by 9/21/2010 by the DON,UM and/or ETD.
in & wheelchair with no legs rests. DON/UM and/or ETD o complete a one time
o audit of physicians orders and C.N,A care plan
Interview on 08/12/10, at 12:03 PM with and Comprehensive Care Plan to identify any
Registerad Nurse #4 revealed the resident who does not have cotrect order
Comprehensive Care Plan stated Resident #11 reflected on plan of care by 9/22/2010.Any
was to have a left elevating leg rest on hisfher resident identified who has a plan of care that
wheelchair. RN #4 further stated the left leg rest does not match physicians orders will be
should have been on the resident's wheelchair, immediately corrected, staff will be re educated
immediately and plan of care updated by the

Interview on 08/12/10, at 12:07 PM with the DON/UM and /or UM by 9/22/2010.
Therapy Manager revealed the Comprehensive
Care Plan indicated Resident #11 should have an 3.DON and /or UM and FRC to visually audit 15

: i residents to ensure physiciang orders are correct

FORM GMS-2667(02-88) Praviaus Vaislons Obsolete Evant [D:645011 Fac and reflected on C.N.A care plan and je 5of 16
: Comprehensive Care plan and that '

Comprehensive Plan of Care is being followed 2 i
x week x 2 weeks, then 1 x week x 4 weeks - |
beginning week of 9/20/2010.
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Each resldent must racelve and the facility must
provide the necessary care and sarvices to attain
or maintain the highest practicable physical
mental, and psychosocial weli-being, in.
accordance with the comprehenswe assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by :

Based on observation, interview, and record
review, it was determined the facllity falled to
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychasooial weli being for one (1) of
sixtoen (16) samp[ed residents (Resident #5).

The wound nursa's assessment of Residant #5's
skin revealed an open area on the resident's right

. | shin, which was covered with a Band-Ald. This

area was not documentad in the reguired section

being followed , I x monthly beginning week of
9/20/2010 x 2 months.

i4.All audit findings to be presented to the
:Quality Assurance Committee for review and

| revision if needed bi monthly x 2 months then - _
'monthly beginning week of 9/20/2010.DON to |
1present audit findings and visual audit findings |
.and team to make recommendations to ensure |
-physicians orders are correct and being followed!
and Comprehensive Care Plan is cotrect and
.being followed bi monthly x 2 monthly then
‘monthly beginning week of 9/20/2010.

5.Date of Compliance 9/23/2010

STANTON NURSING CENTER STANTON, KY 40380
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D - PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
; Charge nurse to audit 2 residents Comprehenswe v
F 282 | Continued From page 5 . . F 262 Care Plans, compare to C.NA care plan and
elevating lft leg rest on his/her Wheelchalr'. * ensure plan of care is correct and being followed
According to the Therapy Manager, the resident 5 x week x 2 weeks then 2 x week x 2 weeks
no longer needed the leg rest as his/her condition beginning week of 9/20/2010
had liproved. ETD and /or UM to re educate all nutsing and
Interview on 08/12/10, at approximately 3:37 PM : therapy personnel regarding lmplementmlg, .|
with the Director of Nursing {DON) revealed the revising and following Comprehensive Plan o
Comprehensive Care Plan Indlcated Resldent #11 Care by 9/20/2010. ?
should have an elevating left leg rest on histher ETD/DON to re educate all nursing staff to
wheelchair. The DON further stated the resident follow C.N A plan of care and Comprehensive-
should have a left leg rest on hisfher whealchalr. Care Plan and that this is refiective of physwlans
She stated if Resident #11 had improved the orders by 9/21/2010.
Comprehensive Care Plan should have been RDCS to randomly audit 10 Comprehensive
revised to include this information, Care Plans and compare to physicians orders to
F 309| 483.25 PROVIDE CARE/SERVICES FOR F 309/ ensure orders are correct , being followed and
$8=pn| HIGHEST WELL BEING that Comprehensive Care Plan is correct and

FORM CMS-ESG?(OE-QQ) Previous Verslons Obsolste

Event iD; 845011

FacHlty ID: 100445
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F 302 | Continued From page 6 F 309 F309 !
| of the resident's clinical record, the Treatment ~ | L.Resident #5 physician was notified of open
Administration Record. 'area-on Right shin by L.P.N. on 8/12/2010 and
' treatment orders were obtained and
The findings include: implemented, :
) A 100% skin audit was completed on Resident
Review of Resident #5's medical record revealed #5 and no other areas identified on 8/12/2010 bya
the resident was admitted on 04/29/02, with the treatment nurse.
dlagnoses which included Coronary Artery
Disease, End Stage Renal Disease, Diabetes, £ 2.A one time 100% skin audit will be completed
and Dementia. by the DON,UM, ETD and Licensed nurse
responsible for management of the skin program .
Review of the facllity's Policy and Procedute on to identify any skin impairment not previously
Weakly Skin Assessment revealed this identified by
assessment included a head to toe visualization 9/20/2010.
of the resldents’ skin, Mth documentattop of the A one time audit of the Treatment i
location, type, and size of any skin impairment on Administration record will be completed by the |
the Treatment Administration Record (TAR). DON and UM to identi kn p Y Y
Further review of this policy revealed the area of N and UM to identify any knownareaon
skin impairment was to he monitored daily unti resident without treatment ord§rs b)_( 9/20/2010.
healed, using the TAR to chart the area’s Any open area and /or change in skin status
treaiment and progress. idntified the DON/UM to identify when last skin
assessment was completed,by whom, date and re
Observation on 08/11/10, at 2:50 PM of the head educate nurse if skin assessment complted less
to toe skin assessment performed by Licensed than 48 hours prior by 9/20/2010.
Practical Nurse (LPN) #3 (who is also the facillty's Any change in skin status noted on TAR
Wound Care Nurse) revealed an open area with without order or physician notification , the
the measurements of 0.6 x 0.8 x 0.1 centimeters . nurse will be re educated by the DON/UM
on Resident #5's right shin that was covered with | and/or ETD immediately by 9/20/2010.
a Band-Aid. ,
: 3.DON and /or ETD to re educate all Licensed
Review of Resident #5's TAR revealed no " Nurses regarding skin policy , that includes
dooum B'Ime_d evidence of the open area on the intervention , identification of and treatment of
resident's right shin. Review of the any open area and reporting any change in
Comprehensive Care Plan revealed no . condition by 9/20/2010.
dﬁ?urlnentqd evidence of the apen ?rﬁa an the - ETD to re educate all C.N.A’s regarding policy
o cporting s kg i condion,anskin
evidence of the area or of notification of the policy, Whlcg includes preverfi.tlon mtewemmbn
physician or family of the open area. ‘Review of treatment and management of any open area by
9/20/2010. Lo
FOHRM CME-2567(02-98) Pravious Varsions Qbsoleta Event ID:845011 Facility iD: 100445 if cpntinuailon ghest Page' 7 of 16
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PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD, BE GOMPLETION
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' i DON and /or UM/ETD to complete 10.random 1
F 308 | Continued Fr?m page 7 F 309 skin audits weekly x 4 weeks then 5 random skinf
~ Lhe Physl::laln s Ofrders revealed no audits to be completed weekly x 2 weeks to
‘ a?::rtg'eg eastiggn? ;;?Saﬁgggpér?{:ers for the open ensute skin program polic'y 'and p_rocedu.re is
R being followed and no skin impairment is
Inferview on 08/11/1 0‘, at 3:00 PM with LPN #3 present not previously identified beginning week
(Wound Care Nurse) revealed this was a new of 9/20/2010. : ;
skin lesion on Resident #5's shin. Further DON and /or UM to audit treatment |
intervisw revealed the nurse was unable to find adminisiration record 1 x weekly x 4 weeks, then|
any documentation of this area, including bi monthly x 2 to ensure any identified skin
nofification of the Physictan and resident's family. impairment and treatcaent is ds)culmented per |
LPN #3 indicated the correct procedure for skin policy and procedure beginning week of
dealing with resldent skin impairments ( 9/20/2010. :
assessment, documentation and procurement of DON/UM and/or ETD to audit 5 records to
a physician treatment order) was not done. review nurses notes to identify any change
' ! condition to ensure policy followed for physician
On 08/11/10, at 3:10 PM interview with : o o -
Reglstered Nurse (RN) #1, the Unit Manager -and family notification beginning week of
where Reslident #5 resides, revealed facility 9/20/2010.
policles and procedures were not followed for this )
resident in regards to the open area on higfher 4.All audit findings to be presented to Quality |
right shin. She stated the open area should have Assurance Committee for review and revision of |
been recorded on the resident's TAR; the plan if needed bi monthly x 2 then 1 x monthly |
Comprehensive Care Plan should have been beginning week of 9/20/2010. |
updated with the information and the Physician DON to present audit findings fo QA Committes !
should have been notifled for treatment orders. and review any open aveas found for trending
F 314 483.25(c) TREATMENT/SVCS TO " F314| and tracking beginning week of 9/20/2010. -
$8=D | PREVENT/HEAL PRESSURE SORES
! 5.Date of Compliance 9/23/2010.
Based on the comprehensive assessment of a R o
resident, the facllity must ensure that 4 resident I
who enters the facility without pressure sores ‘ ‘
| doss not develop pressure sores unless the - *
individual's clinical condition demonstrates that - F314 g
they were unavoldable; and a resident havin _ ] . o
pressure sores receives necessary treatmen% and 1.Resident #4'C°ml’“"he"5“’]e Ca‘;iﬂ;:‘? ‘::z g
servicas 10 promote healing, prevent infection and : updated-to reflect every one w;x rom b gthe I
prevent new sores from daveloping. repositioning schedule on 8/12/2010 by I
: Director of Nursing. . ;
Resident #4 experienced no change to skin status
as of 8/13/2010. , o
FORM CMS-2667(02-95) Prevlous Versions Obsolste: Event ID: 6450M Fa Resident #4 physician was notified of times 1

on 8/13/2010. _ o

I—n—-—-\
P 8of 16
resident was turned and schedule per plan of care !
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;I)’his REQUIREMENT is not met as svidenced
V. . -

Based on observation, interview, and record
review it was determined the facility faited to
ensure one (1} of sixteen (16) sampled residents
(Resident #4) received the necessary treattment
and services to promote healing and prevent new
pressure ulcers from developing.

The findings include:

Review of Resident #4's medical record revealed
the resident had a history of healed Stage IV
Pressure Ulcer to the right buttock, and had
current Stage il Pressure Ulcers to his/her right
inner elbow and coccyx.

Review of the Quarterly Minimum Data Set (MDS)
dated 07/09/10, revealed the resident required
extensive asslst of two persons for bed mobility
and transfers, Further review of the MDS
revealed the patient had current Pressure Ulcers,
Review of the Reslident Assessment Protocols
Summary (RAPS) dated 05/19/10, revealed .
Resldent #4 triggered for Pressure Ulcers due to
hefshe required extensive assist with bed
mobllity, was incontinent of bowet and biadder,
and had current pressure ulcers.

Review of the Comprehensive Care Plan dated
08/03/10, revealed the resident had a care plan
for the treatment and prevention of Pressure
Ulcers. The interventions included to tumn and
reposition the resident, with no frequency
indicated, :

1

3

Observations on 08/11/10, revealed the resident
to be lying on his/her bed. Continued observation
revealed staff {urned Resident #4 to his/her left

04y 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER’S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE com‘@nm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 0ATE
_ DEFICIENCY) .
F 314 | Continued From page 8 F 34| 2All residents have the potential to be affected.

FORM CMS-2667(02-29) Provious Varslons Obsolate Event 1D; 645011

Faelii

- be completed by the Director of

- Nursing(D.O.N.),RDCS(Regional Director of -
" Clinical Services) and /or the Unit Manager

- (U.M.)by 9/20/2010 to identify any

| Comprshensive Care Plan not revised as needed

. Any Comprehensive Care Plan not revised

- and/or not reflective of individual needs will be

- A 100% skin audit of all residents will be

. any area of skin impairment, any area found will.
¢ be immediately reported to the phsycian , family
* and treatment obtained per policy, this will be

* schedule, any resident not turned and

An audit of all Comprehensive Care Plans will

immediately corrected by 9/21/2010 by RDCS,
DON and /or UM.

completed by DON,UM, Treatment Nurse and
ETD(Education Training Director) to identify

completed by 9/18/2010.

A one time visual audit of all residents on both
shifts who require turning and repositioning will
be conducted by DON , ETD and /or UM to
identify any resident not turned per individual

repositioned per individual schedule will be
immediately turned and repositioned , one on
one education conducted immediately with
identified residents nurse and C.N A and
physician will be notified, this will be completed
by 9/21/2010.

3.Regional Director of Clinical Services (RDCS)
who is Wound Care Certified , to re educate the
DON,UM, ETD(Education Training Director)
and licensed nurse responsible for skin program
management regarding policy and procedure for
turning and repositioning schedule, policy and
procedure for individualized turhing and
repositioning schedule, policy for prevention and
healing of pressure ulcers and policy and
procedure for development and implementation ‘
of the individualized Comprehensive Care Plan 9ot 16
by 9/15/2010.

Al newly hired nursing employees will receive

education regarding policy for wound _
prevention, turning and repositioning, following
individual pian of care per Comphrehensive plan
of care, and completing turning and

repositioning rounds in orientation beginning
siranls A8 OMINNIA
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F 314 | Continued From page ¢ F 314 DOSN a“g i gr f:l;.D to giied"ac:;e all Zlél::zgfor
side at 9:30 AM. Furlher observations at 19:55 E’:;;I;nand li;o;;igolr)ﬂngchedm cpoﬁcy and
Qyégr:tf'liéiwz'o abnedl11121:43'13![::5%:??;?5?:183;“3: procedure for individualized turning and
bed ying onthe repositioning schedule, policy for prevention
) and healing of pressure ulcers arlxd policy anq
Interview on 08/11/10, at 2:18 PM with Certified p‘?;eq”?. f‘.’; de;yelg%ment ar;ld lmpleg'em‘?,tion
Nursing Assistants (CNAs) #1 and #2 revealed - orte ndividualized Comprehensive Care Plan
there was a yeliow dot with a black fine through it as relates to all plans of care by 9/21/2010,
on the outside of the resident's room. According DON and /or UM to visually audit ten residents
to the CNAs, this indicated the resident.was on a -~ to ensure tuming and repositioning is occurring
special turning schedule. The CNAs stated there : P]fr individualized C}?mpreh‘glsl"% lCaf? Plan and
was a paper taped to the back of the resident's ; that entire Comprehensive Care Plan is correct |
door that Informed them of the special turning 1 and being followed 5x week x 2 weeks, then 3 x
schedule. Review of the paper the CNAs showed " week x 2 weeks beginning week of 9/20/2010.
the surveyor revealad Resldent #4 was to be RDCS to audit ten(10) entire Comprehensive
turned side to side every one hour and PRN (as Care Plans Q month beginning week of ;
necessary). Further interview with the CNAs 9/20/2010 to ensure POC revised and updated as |
revealed they had "tried to tumn" the resident needed and that care is being provided per
‘every hour". Howevar, they indicated the Wound individual plan of care x 3 months.
Care Nurse and another staff member had turried :
the resldent also that marning.
Interview on 08/11/10, at 2:55 PM with the Wound it findi i
: : ‘ 4 DON to present ail audit findings to Quality
Care Nurse rovealed she had only assisted - Assurance Committee (Administrator, Director
turning the resident at 9:30 AM. She stated the
CNAs were to turn Hest&ent #4. every hour due to of Nursing , Unit Manager, Licensed Nurse
hisfher fragile skin vy responsible for skin program management, Life
4 T Enrichment Director, Dietary Services Manager,
Interview on 08/41/10, at approximately 3:15 PM Medical Director and Social Services Director)
with the Director of Nursing (DON) revealed if the for review and revision if needed bi monthly x 2 ;
resident had the speclal turning schedule on the afflf:; glg/nz g\l%nglg gntll resolved begmmpgdxyeek |
door to turn every hour, then he/she should have 0 -A Committee to review findings
been turned every one hour, She further stated of all audits and review corrections made in
this information should have been included on the order fo ensure comprehensive care plans are
Comprehensive Care Plan, cotrect and that prevention of skin impairment g
F 501 483.75(1) RESPONSIBILITIES OF MEDICAL F501] policy is followed and revisions made per
§s8=p | DIRECTOR resident individual needs. QA Committee to
_ review all residents with pressure areas and _
The facility must designate a physician to serve review plan of care and revise plan as needed
based on review findings bi monthly x 2 then g__
FORM CMS-2667(02-88) Previous Verslons Obsalats . Event 1D: 845011 Facillly monthly beginning week of 9/20/2010. Jof 16

; 5.Date of Compliance 9/23/2010
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F 501 | Continued From page 10 _ 501 o
_ F501
as madical diractor. _
The medical director is responsible for I.Medical Director was made aware of Quality
implementation of resident care policles; and the Assurance Committee Minutes and approved
coordination of medical care in the faility. . them for month of August 2010 by the
B Administrator on $/01/2010,
A Quality Assurance Meeting will be held by
This REQUIREMENT Is not met as evidenced 5/20/2010 and the Medical Director is scheduled
by: ) to attend,
Based on interview and record review It was
determined the facility failed to-have a system in 2.RDCS (Regional Director of Clinical Services)
place to ensure the Medical Director's and /or RDO(Regional Director of Operations) to
involvement in the implementation of resident attend the September Quality Assurance
care policles and the coordination of medical care { Committee Meeting to identify bartiers to the
in the fagility. : . . Medical Director attending meetings per policy
. . - and procedure and ensure team members
‘The findings include: : understand importance of Medical Director
oversight.

Interview on 08/12/10, at 2:30 PM with the
Regional Director of Operations revealed the : .. ,
facility had a new Medical Director that started 3'1}.1)0 mdre eduflate ?dm'mslt.ra“z regarding
06/19/10. She stated the previous Medioal policy and procedure for Quality Assurance
Director had not attended Quality Assurance meetings and Medical Director oversight by

Committee. meetings since the last survey in 9/0172010. .

05/09. Therefore the former Medical Director was| Administrator fo re educate Quality Assurance
not invalved in the implementation of facility team members regarding policy and procedure
policles and procedures, and did not ensure the for Quality Assurance Meetings and Medical
- coordination of medical care in the faglllty, Director oversight by 9/5/2010.

Administrator to notify Medical Dirsctor in

Interview on 08/12/10, at 4:15 PM with Medical writing of the policy and procedure for attending
Director #1, the former Madlcat Direcior, revealed and participating in Quality Assurance program
the facility had several Administrators in the past by 9/05/2010,

year. He stated he was not informed of the Administrator to notify Medical Director in
Cruality Assurance Committee meetings. writing of scheduled Quality Assurance
According to Medical Director #1 prior to this he Meetings at least 21 days in advance beginning
had attended regutatly and gave input to the! October 2010 meeting,

fa_cillty regarding identified concerns. Medical RDO and /or RDCS to attend Quality Assurance
Director #1 stated he gave the facility days he Meetings for 2 months beginning month of

was available fo come to the Quallty Assurance Septembet.

FORM CMS-2587(02-89} Pravioua Varsions Obsolate Evant 10: 845011 Facllity i 100445 If continuation shest Page 11 of 16
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F 501 | Contihued From page 11 _ l F&01 -
Commiltee meetings, however he was not 4.Quality Assurance team to monitor Medical
Egtw:g '?;gzgr:ths? ‘mhZ:?;lE%ss‘;ﬁfu;;ﬁtvgf;}s:ige Director attendance and revise plan as needed
’ past year he had not glven Input into the monthly beginning month of September 2010.
coordination of medical care. He further stated . :
he had not participated In the development and 5.Date of Compliance 9/22/2010.
implementation of policies and procedures during
the past year. :
F 514 | 483.75(){1) RES F 814

$8=D

RECORDS-COMPLETE/ACCURATE/AGCESSIB
LE

The facliity must malntain ¢linlcal records on each
resident In accordance with acceptsd professional
standards and practices that are complete;
accurately documented; readily accessible. and
systematically organized.

The clinical record must contain sufficient
information to Identify the resident; a record of the
resldent's assessmaents; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes,

This HEQUIF{EMENT Is not met as evidenced
by:

Based on interview and racord revlew it was
determined the facllity failed to maintain clinical
records for one (1) of sixteen (16) sampled
residents (Resident #10) in accordance with the
facility's written policles and procedures refated to
post fall/injury dooumentation.

The findings include:

Review of the facilily's “Fall/injury Management-
Post Fall or Injury” Policy/Procedure dated 01/09,

F514 |
1.Resident # 10 did not experience any change of!
condition following the falls on 6/29/2010, b

_7/03/2010 and 7/7/2010.

Medical Director was notified of follow up fall
documentation not being completed per policy
regarding Resident#10 on 9/16/2010.

2 DONor UM to audit all falls for 72 hours
foliowing a fall beginning 9/02/2010 thru
9/22/2010 to identify if licensed nurses are
following policy and procedure for assessment
and follow up documentation after a fall. Any
licensed nurse identified as not following fall
policy and procedure for follow up assesgment
and documentation after a fall will be
immediately re educated by the DON or the UM.
Medical Records to ensure all completed
assessments are filed in clinical record as per
policy by 9/16/2010.

All residents have the potential to be affected
and IDT (Interdisciplinary Team} to review all
falls x 4 weeks to ensure appropriate assessment
is completed and documented as part of the
clinical record fo identify any resident at rigsk
beginning week of 9/15/2010. P

-

FOHRM CMS-2667{02-89) Pravious Varstons Chsolete

Event ID: 845011

Faclity ID: 100445
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F 614§ Continued From page 12 ‘ F514 , ) . -
revealed ihe fagility would continue " 3.DON and /or ETD to re educate all licensed
documentation for seventy-two (72) hours on . nurses regarding falt policy and documentation
:aach shilt after a resident experienced a fail or after a fall by 9/9/2010.
njury. DON and/or UM to andit all falls for 72 hours

. . , following a fall to ensure licensed nurses are

Review of Fies_tdent #10's record revealed thle following fall policy and procedure for -
resident experienced a fail on 06/29/190, at 4145 : \

assessment and follow up documentation
PM. However, there was no documented beginning 9/2/2010 thru 9/22/2010, then 50% of
evidence the facility implemented their policy, fegm".mg )10 thru  then 30% o
related to falls on 07/01/10 and 07/02/10. Also, alls will be audited x 2 weeks beginning week
there was no evidence the facillty followed their of 9/22/2010. ‘ ]
policy during the 7:00 AM to 7:00 PM shift on ETD to re educate nursing staff regarding fall
07/03/10. risk, policy and procedure for follow up aftera

fall and maintaining clinical records per policy |
Record review revealed Hesident #10 by 9/20/2010.
experienced two (2) falls on 07/03/10, one (1) at ;
5:00 PM and another at 9:00 PM. However, there 4.All audit finding to be presented to Quality |
was no documented evidence of the required fall Assurance team for review and revision, if =
follow-up documentation on the 7:00 PM to 7:00 needed bi monthly x 2 then monthly beginning
AM shift on 07/03/10, or on the 7:00 AM to 7:00 week of 9/22/2010.DON to present any re
PM shift on 07/04/10. - education and follow up in scheduled QA

i meetings beginning week of 9/20/2010.
Further review of the record revealed the resident g beginning ,
experienced another fall on 07/07/10, at 6:00 PM. 5.Date of Compliance 9/23/2010. !
Review of the repord revealed no documented _ ‘
evidence of the follow-up to this fall on the 7:00
PMto 7:00 AM shift on 07/07/10, or the 7:00 AM
to 7:00 PM and 7:00 PM to 7:00 AM shifts on
07/08/10.
interview on 08/12/10, at 11:20 AM withi Licensed
Practical Nurse #7, the Unit Manager on which
the resldent resided, revealed when a resident
experienced a fall, nurses wers to parform
follow-up documentation on the residents
condition for seventy-iwo (72) hours after the fal,
Interview on 08/12/10, at 2:50 PM with the
Administrator and Director of Nursing (DON)
FORM GMS-2667(02-99) Previous Varslons Obsotale Event [D: 846011 Fagiifty (©: 100445 If continuation sheet Pags 13 of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/25/2010

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
TATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE BURVEY
MDD PLAN QF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING
185352 8. Wina 08/12/2010

NAME OF PROVIDER OR SUPPLIER
STANTON NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
3t DERICKSON LANE

STANTON, KY 40380

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY OR LSC IDENTIFYING INFORMATION})

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

* . DEFICIENCY)

(x5)
COMPLETION
DATE

F 514

F 520
88=D

Continued From page 13

revealed there should be dacumentation on each
shilt (7:00 AM to 7:00 PM and 7:00-PM 1o 7:00
AM) for seventy-iwa (72} hours after a resident
experiences a fall. Further interview revealed the
required seventy-two (72) hours of follow-up
documentation after Resident #10's falls on
0B/29/10, 07/03/10, and 07/0710 should have
baen completed as per facility policy.
483.75(0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

Adacilily must maintain a quality assessment and.
assurance committee conslsting of the director of
nursing services; a physician designated by the
facllity; and at least 3 other members of the
tacllity's staff.

The quality assessmant and assurance

committee meets at least quarterly o identify

issues with respect to which quality assessment
ang assurance activitles are hecessary; and
devetops and impléements appropriate plans of
action to correct ldentifled quality deficiencies.

A State or the Secretary may not reguire
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
reguirements of this section.

Good falth attempts by the committee to identify
and correct quality deficlencles will not be used as
a basis for sanctions,

This REQUIREMENT s not met as evidencad
by: '

F 514

F 520

F520

1.Medical Director was made aware of Quality
Assurance Committee Minutes and approved
them for month of August 2010 by the
Administratot on 9/01/2010.

A Quality Assurance Meeting will be held by
9/20/2010 and the Medical Director is scheduled
to attend.

2.RDCS (Regional Director of Clinical Services)
and /or RDO(Regional Director of Operations) to

" attend the September Quality Assurance

Committee Mesting to identify barriers to the
Medical Director attending meetings pet policy
and procedure and ensure team members
understand importance of Medical Director
oversight.

FORM CMS-26687(02-89) Previous Verslons Obsolate
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Based on Interview and record review it was ! 3.RDO to re educate Administrator regarding

determined the facility failed to ensure the . policy and procedure for Quality Assurance

Medical Director p_aﬂlcipated in the Quality " meetings and Medical Director oversight by

Assutrance Committee meetings, © 9/01/2010. _

The findings include: - Administrator to re ed.ucate Quality Assurance
team members regarding policy and procedure

Review-of the facility's Quality Assurance (QA) for Quality Assurance Meetings and Medical

Committee guarterly meeting sign-in forms from Director oversight by 9/5/2010. _

05/089 through 05/10, revealed no documented Administrator to notify Medical Director in

evidence of the Medioal Director's signature, writing of the policy and procedure for attending

" and participating in Quality Assurance program

Interview on 08/12/10, at 2:30 PM with the ~ by 9/05/2010.

Reagiona)l Director of Operations revealed the Administrator to notify Medical Director in

Medical Director was the physician designated by . writing of scheduled Quality Assurance

.| the facllity to participaie In the QA Commitiee " Meetings at least 21 days in advance beginning

meetings, She stated ihe facillty had a new . October 2010 meeting.

Medlcal Director that was appointed in 06/10, and RDO and /or RDCS to attend Quality Assurance

who now attended the QA Committee meetings. Meetings for 2 months beginning month of

In addition, She Stated the former Med[cal September_

Director (Medical Director #1) did not aitend and

participate In the QA Committes meetings. 4,Quality Assurance team to monitor Medical

Do st v i s eid

informed of the meetings, however he did not monthly beginning month of September 2010.

come to the meetings. She Indicated therefore he :

was unable to participate in developing and 5.Date of Compliance 9/22/2010.

implementing appropriate plans of action to T T

correct identified gquality deficiencies.

Interview on 08/12/10, at 4:15 PM with Medical

Director #1 (the former Medical Director) revealed

he had not participated In the facility's QA

Cominittee meetings for approximately a year.

He stated there had been changes in the

Administrators during that period of time and he

was not notified to come to the QA Committes

meatings.
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INITIAL COMMENTS

A Life Safely Code survey was initlated and
concludad on 08/10/2010. The facility was found
not to meet the minimal! requiremenis with 42
Code of the Federal Regulations, Part 483.70,
The highest scope and severily deficlency
identifled was an- “E".

NFPA 101 LIFE SAFETY CODE STANDARD

Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke batriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and sleel frames. Aminimum of two
soparate compartments are provided on each
tloor. Dampers are not reguired in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and alr conditioning systems.

119.3.7.3, 19.3.7.5,19.1.6.3, 19.1.6.4

This STANDARD s not met as evidenced by:
Based on ohservation and Interview it was
determined the facility falled to ensure
approved access doors were usad in smoke
barriers according to NFPA standards. This
deflclent practice affected (1) emoke
compartment and ( 21) residents.

Fhe findings include:

Observation oh 08/10/2010 at 11:24 AM, revealed
the smoka barriar in the center halfl above room
215 had anunapproved access door. The
observation was confinmed with the Maintenance
Diractor,

Kaoo

K025
K025

The smoke barrier in the center hall above room
" 215 will be replaced by 9/24/2010. Replacing

the door will ensure approved access doors are

used in smoke barriers per NFPA standards.

WATOH‘I:DIHECTOR’B PROVIDER/SUPPLIER REPRFSENTATIV SIGNATURE TITLE
Y, M Do Do

09 '0,17:6

/ Any deficlency statement ending wififan astortsk (*) derotes a deficlency which the institution may be excused from correoting providing 1t Is defermined that
other safeguands provide sufficlent protection to the patlenis. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date af survey whethiar or not a plan of corraclion is provided. For nursing homes, tie above findings and plans of corection are disclosable 14
days followlng the date these documents are made avallable to {he facility, If defislancles are cited, &n approved plan of correotlon Is requisita to continusd
program parlicipation.
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K 000 | INITIAL COMMENTS K 000

ALife Safety Code survey was initlated and
concluded on 08/10/2010. The facllity was found
not fo meet the minimal requirements with 42
Code of the Federal Regulations, Part 483.70.
The highest scope and severity deficiency
identified was an- "E".

K025 | NFPA 101 LIFE SAFETY CODE STANDARD K025
S8=E K 025
: Smoke barriers are constructed to provide at

least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrlum wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. Aminimum of two
separate compartments are provided onh each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systerns.
119.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

The smoke battier in the center hall above room
" 215 will be replaced by 9/24/2010. Replacing

the door will ensure approved access doors are

used in smoke barriers per NFPA standards.

This STANDARD is not met as evidenced by:
Based on observatlon and interview it was
determined the facility talled to ensure
approved access doors were used in smoke
barrlers according to NFPA standards. This
deficient practice affected (1) smoke
compattment and ( 21) residents.

The findings include:

Observation on 08/10/2010 at 11:24 AM, revealed
the smoke barrier in the center hall above room
215 had an unapproved access door. The
obsetvation was confirmed with the Maintenance
Director,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8Y DATE

Any deflctency statement anding with an asterisk (*) denotes a defictency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection te the pattents. {See Instructions.) Except for nursing homes, the findings stated above are disologable 90 days
{oltowing the date of survey whether or not a plan of coresction Is provided. For nursing homaes, the above findings and plans of corredtlon are disclosable 14
days followlng the date these documents are macde available to {he tacility. If deficlencies are cited, an approved plan of correction is requisite to continued
program patticipation.
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K 025 | Continued From page 1 | Kozs|

Interview on 08/10/2010 at 11:24 AM, with the
Maintenance Director, revealed that during the
last survey the facility had been clted for access
doors in the smoke barrlers and he had reptaced
all access doors in the smoke barriers. Further
interview revesled the Maintenance Director had
mistakenly placed the. approved access door in
the wrong area. :

Reference: NFPA 101 (2000 edition)

19.3.7.3 Any required smoke barrier shall be

constructed in

accordance with Section 8.3 and shall have a fire
resistance rating

of not less than 1/2 hour,

Exception No. 1;: Where an atrium ig used, smcke
barriers shall he permitted

to terminate at an atrium wall consiructed in

accordance with

Exception No, 2 to 8.2,5.6(1). Not less than twe

separate smoke compariments.

shall be provided on each floor.

Exception No, 2:* Dampers shall not be required

in duct penetrations of smoke harriers in fully

ducted heating, ventilating, and air condi-tianing

systems where an approved, supervised

automatic sprinkier system in accordance with
19.3.5.3 has heen provided for smoke

campartments adjacent to the smoke barrier.

K 0691 NFPA 101 LIFE SAFETY CODE STANDARD K 069
§8=D K 069

Cooking facilities are protected in accordance .

with9.2.3. 19.3.2.6, NFPA9S . The kitchen range hood system will be inspected

' ' by 9/15/2010. The inspections will be scheduled
every 6 months to comply with NFPA standards.

-

This STANDARD is not met as evidencad by:
Based on interview and record review it was
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determined, the facility faited to ensure the
kitchen hood fire suppression system was
inspected according to NFPA standards.

The findings Include:

During the Lite Safely Code tour on 08/10/2010 at
11:50 PM,with the Director of Maintenance,
record review revealed no documented evidence
the facility's kitchen range hood system was being
inspected semi-annually as required. The last
documented inspectlon occurred on 04/03/2008, -
" 1 'The kitchen range hood systems must he
inspeacted semi-annually to ensure they function
properly in the event of a fire,

interview on 08/10/2010 at 11:50 PM, with the
Maintenance Director, revealed he was unaware
of the hood needing the inspection semi-annually.

Reference: NFPA 96 {1998 edition)

8-2* Inapaction, An Inspection and servicing of
the fire extinguishing system and listed exhaust
hoods containing a constant or fire-actuated
water system shall be made at least every 6
months by properly trained and qualified persons,
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